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We used 2 facilitators: a critical care nurse and a social worker, who were research, not hospital, staff. Clinicians in these disciplines have training in communication and interpersonal skills as well as an understanding of the hospital environment upon which we built our facilitator training. Training included both didactic and role-playing exercises in a 2-day workshop; half-day refresher courses were completed annually. In addition, facilitators met regularly with investigators to review intervention cases and confirm faithful implementation of the intervention's skills and strategies. Facilitators met with clinicians to describe the study and to request clinician approval to consent eligible families.
Measures
The clinicians' interview was developed by an interdisciplinary research team that included a Master of Public Health student, a social worker, 2 critical care physicians, and an educational psychologist. The facilitators also reviewed the interview questions to ensure that they addressed the activities that they were implementing. M ore than 5000 intensive care units (ICUs) in the United States house the most critically ill patients of our health care system. 1 These patients are often unable to make decisions for themselves and, with little or no preparation, family members are asked to act as surrogate decision makers for their loved ones in unfamiliar, highly stressful environments. In these challenging circumstances, quality communication between ICU clinicians and patients' families is a dimension of the ICU environment that enhances outcomes for patients' families, resulting in increased satisfaction with care, fewer conflicts with clinicians, less troubled end-of-life decisions, and a reduced burden of emotional symptoms both during and after the ICU stay. [2] [3] [4] [5] [6] Despite the documented importance of communication between patients' families and clinicians, numerous studies suggest that family-clinician communication in the ICU often fails to meet families' needs and that interventions to improve that communication are needed. [7] [8] [9] [10] were initially coded line-by-line by 1 investigator (A.H.) and were then reviewed by the research team (n = 4) to include those that were relevant and appropriate to the study's aims. "Axial coding" (ie, linking codes through circumstances, conditions) was completed by 1 investigator (A.H.) and reviewed by a second (E.N.). Finally, recurring themes describing clinicians' experiences were identified across interviews. In order to assess trustworthiness, 20 these themes were co-reviewed by a member of the research team (E.N.) and reported an 80% concurrence rate.
Results

Participants
Fourteen interviews were completed in a 6-month period at approximately 30 months after the start of the intervention; they included 4 social workers, 5 nurses, and 5 physicians with critical care experience ranging from 4 to more than 40 years. Eleven of the 14 interviewees were women. Physician specialties included neurosurgery, cardiology, and pulmonary and critical care medicine. Nurses and social workers worked in 4 diverse ICUs: medical/surgical, trauma, burn, and neurological.
Themes
The interviewees identified 3 roles for the communication facilitator: (1) contributing to more effective communication between family and clinicians, (2) providing practical and emotional support for families, and (3) providing practical and emotional support for clinicians. The interviewees also provided recommendations regarding facilitators' roles and responsibilities.
The interview used semistructured questions that allowed participants to evaluate the utility of the intervention generally, and then in relation to each of the intervention's 3 components. They were also asked to provide suggestions for improving the intervention (see Table) .
Participant Recruitment
To identify participants who were familiar with the intervention and could provide an informed assessment, we asked the facilitators to provide a list of clinicians meeting the following criteria: (1) had interacted with the facilitators recently (in the past 6 months), (2) provided care to 1 or more patients and families who were assigned to the intervention, and (3) represented diverse perspectives, as perceived by the facilitators. All potential participants who were contacted agreed to an inperson interview. Study procedures were approved by the Human Subjects Division of the University of Washington; informed consent was obtained from all participants.
Data Collection
Interviews were conducted by a Master of Public Health student (A.H.) who had previous experience as support staff in the ICU but was not currently a staff member. Interviews were audiotaped and transcribed and lasted from 20 to 45 minutes.
Data Analysis
We used analytic methods drawn from grounded theory but did not include theory development. 18, 19 In order to 
Interview questions for clinicians
• Recently you worked with _______ family who had a facilitator assigned to them as part of a study. If you had a colleague who asked you, how would you describe this facilitator intervention?
• How would you evaluate the helpfulness or non-helpfulness of the intervention?
• Probe: Ask about the opposite (helpfulness or non-helpfulness) if they don't mention it.
• Probe: If person discusses helpfulness to family, inquire about helpfulness to team, and vice versa.
• Probe: Do you see differences between families who have received the intervention and those that haven't?
• Under what circumstances do you feel that an intervention like this should be initiated?
• How could this intervention be improved?
• Probe: What do you think the main issues were in decision making with this patient and family? Did the intervention address these?
• 
Facilitating Communication Between Family and Clinicians
Interviewees reported that facilitators contributed to increased engagement between patients' families and their clinicians by sharing information from families to clinicians, and providing information from clinicians to families.
Communication From Patients' Families to Clinicians. Interviewees described the facilitators as providing significant new information to clinicians. A social worker reported that before she had even met the patient's family, the facilitator had already met the family and identified a need:
A family wanted … to be on a housing list and [the facilitator] didn't know how that worked, but she knew that social workers were involved. And she referred the family to me. A physician noted that, despite having had positive interactions with a patient's mother for many days, he/she was unaware of a new issue until the facilitator brought it to his/her attention:
The mom had a big issue about the patient being moved out of his room to a different room . The patient's been here for a very long time. And, I think it's always just helpful for any family to have somebody else that they connect with within the hospital, so, I think, in that respect, it's been very helpful.
Providing Practical and Emotional Support for the Clinicians
The interviewees described the facilitators as providing practical and emotional support to clinicians by (1) relieving clinicians' distress associated with having insufficient time to address the needs of patients' families, (2) providing trusting and collaborative relationships, and (3) modeling engagement with families, augmenting and enhancing clinicians' roles.
Time. Interviewees described having a "lack of time" and the facilitator "having the time" for certain tasks. Physician interviewees recognized that they often did not have the time to sit with patients' families; nurse interviewees mentioned that they focused on the patient with little time to talk with patients' families. As this nurse noted, facilitators were able to provide added value to the team as a resource person who "had the time" to spend with patients' families.
And it's sometimes nice to have an extra person there because I am so busy with medical care, I don't have time always even if I wanted to, to sit down and just talk. Sometimes I can steal a few minutes, but it's always at the cost of time that I need to spend somewhere else. A nurse commented that the facilitator "helps the family to calm them down, to answer some of the questions, detailed questions, details we cannot provide because we are way too busy." The interviewees also mentioned how the facilitators could speed up or smooth out the communication process, "saving time" for clinicians. maybe I ought to think about it," and, in this way, it becomes a "learning device."
Clinicians' Interest in Expanding Facilitators' Roles and Responsibilities
Recommendations. Interviewees provided a number of suggestions for expanding the communication and support roles of the facilitator, including (1) entering notes in the medical chart about their interactions with patients' families so that clinicians could easily access pertinent information, (2) attending ICU rounds, (3) providing practical support for the team, including scheduling family conferences, and (4) working with families of patients who are not critically ill.
Cautions. Although most interviewees evaluated the facilitator role positively, some expressed caution. Two of the interviewees questioned the need for a facilitator because they thought that they already fulfilled the role. One social worker stated that adding a facilitator resulted in "too many cooks in the kitchen" and expressed the hope that the nurses would call the social worker directly if there were any problems with patients' families. This person thought that s/he knew how to deal with families, had the time to get the information s/he needed, and did not need additional communication input or support. One physician mentioned that the physicians and the facilitator were in "parallel roles"; the physician "did some of that stuff" him/herself. Some interviewees worried that the facilitators might overstep their role. One clinician was more comfortable with the role of the facilitator updating the clinicians when more communication might be needed, rather than acting as an advocate for patients' families. Another interviewee, a physician, stated that s/he was not entirely comfortable with the facilitators communicating clinical information back to the families; s/he was unsure that they could do so objectively and in support of the ICU team:
One concern I would have is I think people often develop their own opinions about what should happen in a particular situation . . . What could be really harmful is if in these facilitators' communications with the family, they were to start contradicting what the team was going to say. A similar concern was expressed by a social worker, who worried that, by expressing his/her personal opinions to a patient's family, particularly in the setting of a family meeting, a facilitator might distract, confuse, or unsettle the family. At these meetings with the medical team, s/he thought that the patient's family should focus solely on the physician's I think that a lot of times we'll chat and exchange pertinent information back and forth. Sometimes they are aware of some aspect of family dynamics that I may not have been aware of, to help me to know that information and be able to do a better job of working with the families.
Modeling Engagement. The interviewees also described the facilitators as demonstrating skills and perspectives that expanded their own professional role. A social worker explained:
I mean, sometimes it works out when [the facilitator] is meeting with their family, because they are coming from a different point of view, they're not coming from the point of view of the social worker . presentation. This interviewee went on to say that s/he felt that patients' families would be better served if the facilitator remained a neutral observer in family conferences.
Discussion
We explored the attitudes of physicians, nurses, and social workers toward a communication facilitator intervention for families and clinicians in the ICU. Our findings suggest that the intervention was well-received by clinicians across disciplines. The facilitator was seen as a resource for clinicians and patients' families, enhancing the exchange of information among clinicians and patients' families as well as providing separate practical and emotional support to families and clinicians.
Interprofessional relationships in the ICU are complex, and clinicians experience stressors that include emotional, communication, and collaboration issues. [21] [22] [23] [24] Qualitative and quantitative studies that have examined attitudes, interrelationships, and communication issues between ICU physicians and nurses report issues of trust and time affecting communication. 10, [25] [26] [27] [28] [29] Cognizant of the interdisciplinary aspects of their work, all interviewees consistently mentioned trust, time, and support when discussing the effectiveness of the facilitator intervention. Because successful collaborative communicationcommunication among all members of the health care team, their patients, and patients' families-is associated with improved outcomes for patients and their families in end-of-life care as well as with greater satisfaction among patients' families and clinicians, the facilitator may contribute significantly to these outcomes. 3 Despite general acceptance of the intervention, a few interviewees expressed reservations that included overlapping roles that might result in "too many cooks" and the potential for distracting or confusing information exchange. As those concerned individuals were not limited to 1 profession, it may be individual characteristics, rather than professional training, that contribute to an individual's particular concerns. Regardless of the source of concerns, these reservations must be taken into account when introducing a new professional to the interdisciplinary team. As noted earlier, clinicians' perceptions of their own roles as potentially in conflict with those of the facilitator highlight the need to carefully integrate clinicians into the development, implementation, and evaluation of the intervention. Emphasizing the shared objectives of every member of the team and what each member brings to the team may help mitigate negative reactions. 30, 31 This study had several important limitations. First, we interviewed only a small number of clinicians, referred by the facilitators. Although the sample was selected from a variety of disciplines and these interviewees provided critical as well as positive assessments, it is very possible that we did not have the breadth and depth of perspectives that are important to ensure that qualitative findings are appropriately inclusive and representative. 20 Second, we did not collect the "dose" of the intervention that each of our participants received; we therefore cannot assess whether their perceptions were based on sufficient exposure to the facilitators to provide a reliable assessment. Third, we did not explore how often clinicians actually acted on the information or truly used the facilitator for support. Therefore, these interviews cannot be used to assess the effectiveness of the intervention. These data allowed us to explore attitudes and self-reported experiences; actual behaviors and outcomes were not observed. Fourth, this study examines only clinicians' perspectives and does not incorporate the perspectives of patients' families; family perspectives are central to the effectiveness of the intervention, but clinicians' perspectives provide insights into the feasibility of implementing such an intervention. Finally, these interviews were conducted in 1 hospital from 1 region and may not be generalizable to other hospitals or regions.
In summary, this qualitative study provides insights into ICU clinicians' perspectives on the use of a communication facilitator in the ICU. Our findings suggest that ICU clinicians view facilitators as enhancing communication between patients' family members and clinicians. Facilitators are also seen as an important resource for the interdisciplinary team, providing support to clinicians as well as patients' families. Some clinicians raised concerns about overlapping responsibilities and an increased number of team members interacting with patients' families. Although this study did not allow us to assess the effectiveness of a communication facilitator intervention, our findings can be used to guide the development of such an intervention to ensure that it meets the needs of clinicians in the ICU.
